). Cystourethroscopy showed no abnormal findings. Right pyelolithotomy performed through a loin incision revealed a mass of greyish material in the pelvis. Following removal of this material, an underlying white plaque on the wall of the pelvis was locally excised, and the pelvis closed. Recovery was uneventful. Microscopic examination of the plaque showed squamous metaplasia and keratinization (Figure 2 ).
The surgical management ofleukoplakia ofthe upper urinary tract is controversial1'2. The therapeutic concept of locally excising the metaplastic squamous plaque is novel3, and the long-term consequences of such a strategy are unknown. We report a 10-year follow up of a case of leukoplakia of the renal pelvis treated by local excision ofthe metaplastic squamous plaque. squamous metaplasia of the transitional epithelium and keratinization. Desquamation of the superficial layers of keratinized epithelial cells produces the clinical manifestations of the disease.
Current treatment of this condition is unsatisfactory. There is no effective medical therapy and nephrectomy or nephroureterectomy continues to be recommended for symptomatic unilateral disease because of the malignant potential and significant recurrent morbidity associated with the disease"5.
This policy of radical surgery may be challenged on three counts. First cases with stable upper tracts and sterile urine do not require surgical intervention. Secondly, although squamous carcinoma has been reported in association with leukoplakia ofthe upper urinary tract, there is no evidence that leukoplakia is itself premalignant2'3. Finally, following nephrectomy, leukoplakia may develop in the contralateral kidney or ureter.
For these reasons a regimen of conservative management seems advisable. Which operative procedures should be employed in this regimen? Surgical exploration and removal of keratinized material merely results in reaccumulation of keratinized debris within a few months, and is not recommended6. Exploration with complete local excision of the metaplastic plaque is a novel procedure which may result in cure without needlessly sacrificing nephrons2"3. Partial nephrectomy may achieve the same objectives for more extensive lesions unsuitable for local plaque excision. We believe that nephrectomy or nephroureterectomy should be reserved for those 10% oflesions with coexisting malignancy7 and cases with secondary destruction of the kidney.
Our case of leukoplakia of the renal pelvis treated by local excision of the metaplastic plaque supports the concept that nephrons should be conserved whenever possible in the operative treatment of this disease2'3. Despite recurrence of the lesion at 5 years, the patient was asymptomatic with a normal functioning kidney at 10-year review. Furthermore, recurrent morbidity has been infrequent and easily controlled by endoscopic manipulations. Future developments in ureteroscopy may result in a greater role for endoscopic surgery in the management of leukoplakia of the upper urinary tract. Parenteral nutrition has been developed to maintain growth in the neonate when gastrointestinal function is compromised and adequate nutrition cannot be maintained orally. Many complications of intravenous feeding have been described, particularly in association with the use of long silastic lines. The following case report demonstrates a previously unreported complication of total parenteral nutrition via a silastic central venous line. It is important to be aware that any unexplained symptom may be a complication of an indwelling silastic line. Accurate placement of the catheter tip is essential; any extra length of line left in the vascular tree may predispose to catheter tip migration and hence cause further problems.
Case report
The mother was aged 19 and a known epileptic, managed throughout her pregnancy on phenytoin and ethosuximide. She developed severe preeclamptic toxaemia at 30 weeks' gestation and was transferred to the Regional Neonatal Centre. An emergency lower segment caesarean section was performed on arrival.
The infant was female, birthweight was 1.347 kg, and she had an Apgar score of 8 at 1 minute and 10 at 5 minutes. She subsequently developed moderately severe hyaline membrane disease requiring intermittent positive pressure ventilation. The maximum ventilator settings were pressures of25/4 cm H20 and an inspired oxygen concentration of 60%. She was weaned to room air by day 6 of life and was off all ventilatory support by day 8.
She initially received a glucose electrolyte solution via umbilical artery catheter. On day 5 intravenous feeding with Vamin Glucose was commenced through a peripheral venous cannula and on day 8 oral feeds of a premature baby formula via a nasogastric tube were started.
On day 12 oflife she became unwell with symptoms and signs of necrotizing enterocolitis. Her X-ray showed loops of distended small and large intestine and an abnormal gas pattern but no intramural air. Blood cultures grew pseudomonas and Streptococcus faecalis. Oral feeds were discontinued and total 0141-0768/86/ 090545-03/$02.00/0 i 1986 The Royal Society of Medicine
